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(Concluded from page 230 ) 

In the March number of this Journal the consideration of the patho¬ 
logical physiology of carcinoma of the breast was brought to a close by 
an examination into the frequency of metastatic deposits. In the present 

paper the prognosis and treatment will be subjected to critical inquiry. 
Prognosis.—The facts deduced from the morbid changes which ensue 

in carcinoma of the breast, and which refer to its local extension and 
general dissemination, clearly demonstrate that the prognosis of the 
affection is eminently unfavorable. This statement becomes the more 
apparent from the 6tudy of the cases which pursue a natural course and 
of those subjected to the knife. In this study are included the duration 
of life in each class and the influence of the operation on the progress 
of the disease. 

Of 1527 cases, 137 ran a natural course, and 1390 underwent opera¬ 
tion. 

Of the 137,117 were dead, and of these in which the date was noted, 

26.50 per cent, died in between 5 and 12 months. 
32.47 “ “ 12 “ 24 “ 

12.82 u u 24 “ 36 
11.11 . “ “ 36 “ 48 “ 
6.83 “ “ 48 “ GO 
3.41 ' “ “ 60 “ 72 “ 

6.83 died after six years. 

The average duration of life was 28.6 months. 
Of the 536 cases which perished after operation with recurrence of 

the disease, and in 73 of which metastases were discovered, and were 
suspected in 56, 

10.50 per cent, died in between 6 and 12 months. 
33.00 " « 22 “ 24 “ 

24.03 « 24 “ 36 
9.95 u “ " 36 “ 48 « 

7.91 tt “ « 48 “ 60 
5.04 «« “ “ 60 “ 72 “ 

9.51 “ died after six years. 

The average duration of life in these 536 patients was 38.5 months; 
so that a comparison of the two tables show's that the course of the 



342 GROSS, CARCINOMA OF THE BREAST. 

disease is retarded by tbe removal of the growth; and a comparison of 

the two averages indicates that operation adds ten months to the life of 

the patient. 

Not only is life prolonged by operation, but the removal of the disease 

results in permanent recovery in 11.83 per cent, of all cases. As we 

have already seen, death from metastases occurs at 29.4 months, and the 

average date of death of those who succumb without or with operation 

is 33.5 months. We shall, moreover, see presently that local recurrence 

of the disease after three years is met with in only 2.30 per cent of all 

cases. Hence a radical cure may be assumed if the patient has sur¬ 

vived the disease over three years without local or general recurrence 

after the last operation, or if she has died of some intercurrent malady 

under the same conditions. 

Of 1234 cases submitted to the knife, in which the histories could be 

followed, 134 were still living, and 12 had died. Of these 146, recurrent 

growths were removed in 16; and there was freedom from disease after 

the last operation in 

45 for between 3 years and 1 month and 3 years and 11 months. 
25 .< 4 “ 4 •* 11 “ 

22 It 5 " it 5 tt 11 “ 

18 It 6 “ a 
6 tt 11 

9 41 7 “ •* 7 10 
7 It S “ “ 8 9 
4 it 9 “ 9 “ 10 
4 II 10 “ “ 1 * 10 n 10 « 

3 It 11 “ tt 11 u 9 
4 tt 12 “ it 12 it 3 
3 U 13 “ ** 13 “ 8 « 

1 for 14 “ “ 7 “ 
1 15 “ “ 7 “ 

The average time of cure was five years and nine months, and the 

disease had existed before operation, on an average, for 13.3 months. 

The cases were not selected in order that the best possible results might 

be obtained, since I find that of 134 in which the nature of the operation 

is noted, the mamma was removed and the axilla was cleared out in 83, 

and the breast alone was amputated in 51, although in three of these 

enlarged glands were left intact in the axilla, and yet the cure was 

assured at the end, respectively, of five years and nine months, six years 

and one month, and ten years and ten months. It, however, appears, 

that the percentage of cures is greater by 5.10 when the axilla is free 

than when the glands are infected, and that local reproduction does not 

militate against a final cure, if the tumors be freely extirpated as soon 
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es they appear. Of the 16 examples of repullulatiou there was one 

recurrence in 12, two recurrences in 3, and three recurrences in 1. In 

these four cases the subjects were free from disease for three years and 

six months, three years and seven months, five years, and twelve years 

after the last operation. The practical deductions which can be gathered 

from such data are so clear that they do not require comment. 

As a further proof of the influence exerted upon the duration of life 

by radical operations, attention may be called to the fact that nearly 30 

per cent, were free from the disease after a lapse of six years; while of 

the 117 patients in whom no operation was practised only 6.83 per cent, 

survived after that period. 

Sir James Paget,1 in speaking, of the duration of life after operation, 

says: u I am not aware of a single clear instance of recovery—of such 

recovery—that is, as that the patient should live for more than ten years 

free from the disease.” Applying this severe test, an examination of the 

table will show that 1 in 9$- fulfils this condition. 

In addition to the 146 permanent cures after operation, 134 cases 

were alive without recurrence from the last operation for a period which 

varied from 3 weeks to 3 years, or 18.5 months on an average, and 49 

were dead without local reproduction, their mean life having been 20 

months. Of these 183, 6 remained well for three years, so that they 

should really he regarded as cures. 

If the patient survives an operation, local recurrence of the disease 

may be looked for. Of 1390 operations, 198 died from its immediate 

effects, thereby leaving 1192 cases for the consideration of the question 

of local reproduction. Of these cases, 156 are devoid of further history, 

having been lost sight of immediately after recovery; so that of 1036 

patients 

329 were well, but 35 had had recurrences. 

121 were alive with recurrence. 
407 died with recurrence, but with no evidence of metastasea. 

56 44 “ “ and with presumed metastasea. 

73 “ “ " u “ actual metastasea. 

35 “ u metastasea, but without recurrence. 

15 “ “ presumed metastases, but without recurrence. 

It will thus be perceived that the tumor reproduced itself locally in 

692, or 66.80 per cent, after 1036 operations, a fact which accords with 

the infiltrating nature of the disease, as demonstrated by observations 

during life and during operative procedures. 

In 478 cases in which the date was noted, the periods of recurrence 

were as follows: 

1 Lecture* on Surgical Pathology, 3d ad., p. 649. 
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Within 15 

“ 1 

days in 43 c 

month “ 63 

From end of 1st to end of 3d “ “ 105 
w beginning " 4th « “ 6th “ “ 87 

" “ 7th « “ 9th “ “ 45 

“ “ “ 10th *• “ 12th “ “ 61 
“ « " 13th “ 18th *• “ 30 

“ “ “ 19th “ 24th “ “ 17 
" “ “ 25th “ 30th *• “ 9 
“ “ “ 31st “ “ 36th “ “ 7 

After 3 years “ 11 

The table shows that 4444 per cent, of the recurrences took place in 

3 months, while after 12 months there were 74, or 15.5 per cent,, and 

after 3 years there were only 11, or 2.32 per cent. The average period for 

all cases is 9.4 mouths. The cases of local reproduction within the first 

hulf year were doubtless examples of continuous growth, rather than of 

recurrence, and merely indicate that the original disease was not thor¬ 

oughly removed. They, moreover, lead to the belief that, if recurrence 

does not ensue in that time, the chances for the patient are relatively 

good, and that the prognosis is all the more favorable as the period of 

freedom from signs of local contamination prolongs itself. The excep¬ 

tional cases prove the rule that the patient is safe from reproduction 

after three years from the date of operation. 

In 496 cases, in which the point is noted, the recurrent local disease 

was seated 

Per cent. 

In the cicatrix, remains of mamma, or vicinity, alone in 294, or 59.27 

" “ “ “ •* and glands “ 117, “ 23.59 

“ glands alone " 77, M 15.52 

" opposite breast “ 8, “ 1.61 

Its locality, as influenced by the operation practised in 409 cases, was 

as follows: 

1. Partial or total extirpation of the mamma without the glands, 96 cases. 

Recurrence in or near the cicatrix, 46 cases, or 47.91 per cent. 

** ** the glands alone, 19 “ 19.79 “ 

“ " cicatrix and glands, 31 “ 32.29 " 

2. Amputation of the breast with extirpation of the glands, 313 cases. 

Recurrence in or near the cicatrix, 235 cases, or 75.08 per cent 

“ ** the glands alone, 38 ’* 12.14 “ 

“ “ both places, 40 “ 12.77 “ 

In connection with this table there are two interesting practical facts. 

In the first place, where the breast and glands are removed, the disease 

reproduces itself, on an average, in 6.4 months, while when the breast 

alone is extirpated, recurrence follows in 7.7 months. Secondly, in the 



GROSS, CARCINOMA OF THE BREAST. 345 

former operation the axillary glands are the seat of recurrence in 25 
per cent of all cases, while they are affected in 52 per cent, of the in¬ 

complete operations. Hence, the disease i3 more grave when the axilla 
is affected, but by clearing out that cavity in all operations, we may 
naturally expect to diminish, if not prevent, further local dissemination, 
and remove foci of general infection. 

A review of the facts contained in the preceding pages in regard to 
the prognosis of carcinoma, or the duration of life, as influenced by 
permitting the disease to pursue its course without surgical intervention, 

or by endeavoring to stay it by a resort to the knife, leads us to adopt 
the following conclusions: 

That when left to itself carcinoma inevitably kills, by its baneful 
consequences as a local disease, or by its remote multiplication. 

That about one in seven, or 14.24 per cent, of the patients die of the 
operation itself; but that the risk is not so great as to forbid interfer¬ 
ence, since it adds ten months to the life of the patient. 

That operations of all kinds definitely cure 11.83 per cent of all 
patients, or nearly as many as they destroy. 

That the patient is safe from reproduction if three years have elapsed 
since the operation; and, 

That, finally, recurrence may be delayed for Beveral months, or be 
prevented altogether, by clearing out the axilla at the same time that 
the entire breast is removed. 

Diagnosis.—The diagnosis of scirrhus of the breast in its early stages, 
or before there is implication of the surrounding tissues and the lym¬ 
phatic glands, is based upon the age of the patient, the average being 
forty-eight years, the dimpling of the skin, the retraction of the nipple, 
the immobility of the solitary tumor in the mamma, or if it be seated at 
the periphery, its intimate attachment, its nodular outline, its small size, 
its slow growth, and its stony hardness; and the diagnosis is strength¬ 

ened if there were antecedent discharge from the nipple and malignant 
papillary dermatitis. When the disease has made some progress, or 
after the fifteenth month of its existence, the adhesion and invasion of 
the skin, the enlargement and induration of the associated lymphatic 

glands, the occurrence of ulceration and fixation to the chest, and the 
impaired nutrition of the patient, constitute a group of signs which can 
scarcely he mistaken. 

Although scirrhous carcinoma is, as a rule, readily diagnosticated, it 
may be confounded with chronic abscess, gumma, and involution cysts. 
Thus, a 2-para, at the age of thirty-four years, was struck on the breast 
by her husband. Shortly afterward she observed a hard lump in the 

upper and outer quadrant, which soon became the seat of sharp, lanci¬ 
nating pains. At the end of three months the swelling was as large as 
an orange, slightly attached to the skin, and apparently to the lower 
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border of the pectoralis major muscle, the nipple was somewhat retracted, 
and two enlarged glands were felt in the axilla. After extirpation, by 

one of my acquaintances, incision into the presumed carcinoma disclosed 
an abscess with thick walls. In a case recorded by Esmarch1 a tumor 
as large as a fist, of four weeks’ standing, neither tender nor fluctuating, 
but attended with infiltration of the surrounding tissues, retraction of 
the nipple, and enlargement of the axillary glands, was diagnosticated 
carcinoma. The tumor would have been extirpated had not the menses 
appeared, and it burst and discharged pus two days afterward. 

In November, 1883, a married woman, aged twenty-eight years, pre¬ 
sented herself at my clinic on account of a hard tumor, of four months’ 
duration, seated beneath the areola and to the outer aide of the nipple. 

The skin was seamed, infiltrated, and adherent, the nipple was drawn 
toward the growth, and the axillary glands were swollen. Careful 
inquiry elicited a history of syphilis, an abortion at three months, and 
one at three years after marriage. Under mixed treatment the tumor 

promptly disappeared. 
Involution cyBts have not infrequently been mistaken for scirrhus» 

and I, myself, on one occasion removed a cystic breast under the suppo¬ 
sition that it was an example of hard carcinoma. In any case of doubtful 

diagnosis the tumor should, therefore, be cut into before the breast is 

sacrificed. 
A soft, lobulated, voluminous, solitary, aDd rapidly increasing tumor, 

occurring at about the forty-ninth year, and attended with infection of 
the glands and skin, retraction of the nipple, fixation to the chest, and 
possibly extension to the opposite breast, but without discharge from the 
nipple, or without marked tendency to prominence of the veins or ulcera¬ 
tion, is a medullary or encephaloid carcinoma. 

A hard, very slowly growing, small, solitary tumor, occurring toward 
the forty-seventh year, with adhesion to the skin, and it may be nodules 

in that structure, prominence of the veins, retraction of the nipple, and 
enlargement of the glands, and, possibly, with invasion of the opposite 
breast, fixation to the cheat, ulceration, and discharge from the nipple, 

is a colloid carcinoma. 
A densely hard, irregular and knotty, contracting and small, solitary 

tumor, occurring at about the forty-ninth year, and attended with retrac¬ 
tion of the nipple, infection of the glands and skin, and, possibly, distinct 
tubers in the skin, ulceration, and immobility on the chest, is an atro¬ 

phying scirrhus. 
Treatment—From the great frequency of mammary carcinoma, and its 

inevitably fatal termination if it be permitted to pursue a natural course, 
there is no subject within the entire domain of surgery of more importance 

1 Lugecbeck'* ArcMr, Bd. xxL p. 627. 
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than that of its treatment In discussing this question, we fancy that it 

will not be denied that the management should be based solely upon prin¬ 

ciples deduced from a careful study of pathological facts, and the results 

of surgical intervention, and not upon the old theory of the constitutional 

nature of the disease. Carcinoma is now held to be primarily a local 

growth by all leading pathologists, with the probable solitary but con¬ 

spicuous exception of Sir James Paget, and the day has passed for the 

physician to declare that a tumor was not a cancer because it did not 

recur after removal.. These truths cannot be too forcibly or too fre¬ 

quently impressed upon the laity and the family attendant; and the 

sooner women learn that the disease can be cured by early and adequate 

operation, the better will it be for their sex, and the greater will be the 

credit accruing to our art. 

In our study of the clinical course pursued by the affection, it has 

been pointed out that, with its advance, its malignant attributes manifest 

themselves, first, by local or regional dissemination; secondly, by infec¬ 

tion of the associated lymphatic glands; and, thirdly, by the develop¬ 

ment of secondary growths or deposits in the various tissues and organs. 

Hence, our aim should be to prevent these disastrous occurrences by a 

resort to the knife, which is the only measure upon which reliance can 

be placed. 

That surgical intervention does prevent, to a certain extent, the inva¬ 

sion of the paramammary fat and connective tissue, skin, and subjacent 

muscles of the chest, i3 shown by the following facts. Observation during 

life and during operations, indicates that the contiguous structures are 

infected in 82.95 per cent, of all instances; while of 1036 operations 

there was local reproduction in 692, or 66.80 per cent. Hence, extir¬ 

pation precludes continuous invasion of the surrounding tissues in 16.15 

per cent, of all cases. 

The influence of operations upon the prevention of gland infection is 

most decided. Thus, of 1638 cases, the glands were palpable in 1115, 

or 68.07 per cent., when the patient first came under observation, while 

of 496 operations in which this point is noted, the recurrent disease was 

seated in the glands in 194, or 39.11 per cent., or in 28.96 per cent, less 

than when the affection was not interfered with. It is, moreover, note¬ 

worthy that glandular recurrence was more frequent by 27 per cent, 

when the breast alone was removed than when it was extirpated along 

with the contents of the axilla. 

Not less striking is the influence of operations upon the obviation of 

secondary visceral growths. Thus, of 256 patients dead of carcinoma, in 

whom the disease pursued a natural course, metastatic tumors were dis¬ 

covered in 158, or 61.71 per cent. Of 838 dead after operation, on the 

other hand, secondary deposits were found in 286, or 34.12 per cent., so 
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that operations prevent implication of the internal organs in 27.59 cases 
out of every hundred. 

Having thus seen that the removal of the breast frustrates to a great 
extent regional, glandular, and general infection, it is not surprising that 
operations should, as has been already pointed out, not only prolong life 

by ten months, but, in addition, bring about a cure in nearly 12 per 
cent of all cases, in six-tenths of which the glands were implicated, and 
in one-ninth of which the recovery was permanent after extirpation of 

recurrent growths. When, in addition to these complications, it is con¬ 

sidered that in these cases the disease had already existed, on an average, 
for 13.3 months, and that seven-tenths of the operations must be regarded 
as having been inadequate to remove all the affected tissues, the success 
is remarkable, and justifies the inference that early and thorough opera¬ 
tion will greatly increase the ratio of cures. In point of fact, the results 
of free excision of the breast, along with extirpation of the axillary con¬ 
tents, in every case indicates that the cures may be nearly doubled. 
Thus, of 115 cases in which the result was ascertained, from the practice 
of Mitchell Banks and myself, 24, or 20.86 per cent., were permanently 
successful. If these be deducted from the remainder, the latter yield 

only 10.99 per cent, of cures, thereby showing the great advantage of 
attaeking the axilla in all cases. 

The rule to remove the axillary contents in every case should be abso¬ 

lute. In not a few instances infected glands cannot be detected prior to 
operation, but none the less must the rule be observed. The vast 
importance of attending to this Btep of the procedure is shown by the 
following facts. In 16 of my own cases the glands could not be felt 

from without, but in 14 of these they were present when the axillary 

space was explored. Hence, my experience indicates that the glands 
maybe expected to be implicated in 87.5 per cent, of all cases in which 
they are not palpable through the coverings of the axilla. In Kuester’s1 
practice the proportion of glandular involvement under similar cir¬ 
cumstances was somewhat larger, as his last 65 cases demonstrate infection 
in 57, or 92 per cent. 

The results that I have indicated have not been obtained without a 
considerable mortality, since of the 1390 operations 198, or 14.24 per 
cent., were fatal from the immediate effects of the procedure. The 
reason for this high rate of death is to be found in the defective manner 
in which the axillary wound was managed in a large proportion of cases 
in preantiseptic days, through which hemorrhage, eiysipelas, septictemia, 
and pymmia were common occurrences. Banks, one of the latest writers 
on the subject, lost 10 out of 82 cases in which the breast and axillary 
glands were extirpated from septic surroundings. My own 43 operations, 

1 Dentache Zeltachrfft flir Chlrargie, Bd. xxxtL p. 143. 
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which were done up to May, 1887, and which were more extensive than 

those of Banks, afford two deaths—one from fat embolism and one 

from pneumonia—and of the ten additional cases in the bands of my 

colleagues in the Jefferson Medical College Hospital all recovered. 

Hence, my mode of operating, which will be described presently, has 

yielded a mortality of only 3.7 per cent. Billroth’s operations for the 

removal of the breast and glands in preantiseptic days were attended 

with a death-rate of 21.3 per cent., while the mortality under antiseptic 

precautions was only 10.5 per cent.,1 and there is every reason for 

believing that the future mortality of radical procedures will not ex¬ 

ceed seven or eight per cent., provided the operation is strictly aseptic. 

Kuester’s1 last 96 cases, indeed, were attended with only five deaths, 

or a fatality of only 5.2 per cent. Even if the mortality should remain 

at 14.24 per cent, operations should be considered perfectly justifiable, 

since, in destroying that number, it is to be remembered that they cure 

twelve women out of every hundred. This statement applies to all sorts 

of operations; but the proportion of cures to deaths becomes the more 

striking if we consider those cases only in which thorough operations 

were practised. Thus, of 257 examples of extirpation of the breast 

and axillary contents from the practice of Banks, Kuester, and myself, 

12.06 per cent, perished, and 19.38 per cent, were cured. 

In no operation for malignant growths is the requirement to go far 

beyond the apparent limits of the disease so urgently demanded. This 

is shown not only by the pathological facts as to a regional dissemination 

and the common recurrences after operation, but also by the anatomy of 

the healthy gland. The normal limits of the breast are very uncertain. 

Small, scarcely perceptible lobules frequently lie at some distance from 

the main body of the gland, particularly in the axilla and just below 

the clavicle. In one case I found an affected portion near the shoulder, 

and it would not have been discovered in the ordinary methods of 

operating. It is for these reasons, as well as on account of the want of 

success that attended my earlier partial and incomplete operations, and 

the fact that the experience of centuries has demonstrated that recurrence 

takes place in the tissues that are left behind in the old operation, that 

for nine years I have amputated the entire breast with its coverings, 

and invariably cleared out the axilla. In the old operation, shown in 

Fig. 3, the nipple and a portion of the skin are included in two oval 

incisions, the flaps are raised, the mamma is then rapidly dissected or 

torn from the pectoral fascia, the vessels are secured, a drainage tube is 

inserted, and the edges of the wound are united with sutures. The surgeon 

congratulates himself upon having done a neat bit of work, and the 

patient is pleased with the rapidity of her recovery. But beneath the 

Op. cit-j p. 153. * Deutsche ZeitAihrift fUr Chlrurgle, Bd. 20, p 147. 
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flaps so neatly apposed are hidden the germs of recurrence in the fat 

and pectoral fascia that remain behind, and in the lobules, which I have 

more than once seen operators overlook. In these cases, axillary glands 

were also removed, if they were felt prior to operation, but the surgeon 

was unmindful of the fact that many glands might be buried in the 

axillary fat, where they could have been detected if the incision had 

been prolonged, and the finger had even carelessly searched for them. 

Such is the ordinary procedure of ridding a woman of so formidable a 

disease; such is the operation which has cast an opprobrium on surgery 

from which it will take many years to recover; such is the operation 

Fio. 3. 

The ordinary method of removing a carcinomatous breast. 

which we have to thank for the large percentage of recurrences, for the 

fatal progress of the disease, for the great injustice done our patients, 

and for the harmful impression made upon the laity, and not a few of 

the profession, as to the inutility of interference. 

In exceptional cases, as when the patient’s life is threatened by 

repeated bleeding, by exhausting and offensive discharges, and by great 

suffering, the partial operation is eminently proper to afford temporary 

relief If the aim, however, be to effect permanent riddance, the knife 

must be employed with no spariug hand ; all tissues, namely, the skin, 

paramammary fat, the entire gland, pectoral fascia, and axillary contents, 

which long and accumulated experience has demonstrated to afford the 

seats of recurrence, must be freely extirpated. 

With this object in view, even in the most favorable of all cases, or 

one in which the tumor is of moderate volume, no matter what its 

situation may be, and devoid of superficial and deep attachments, and 
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the glands cannot be felt before operation, the procedure to which I have 

resorted in 43 cases, and which is delineated in Fig. 4, may be thus 

outlined, strict aseptic precautions being observed throughout: 

The entire mammary region having been carefully palpated, while 

the patient is supine, in order to discover any outlying lobules should 

they exist, a line is drawn with an aniline pencil around the entire cir¬ 

cumference of the breast as a guide for the knife. If the tumor be 

peripheral, the incision must extend for at least one inch beyond its 

apparent limit. A stout large knife is then carried along the line down 

to the pectoral muscle, spirting vessels are temporarily controlled with 

the fingers of the assistant, or with clips, or forcipressure forceps, and 

the breast is removed along with the pectoral fascia, through which the 

Fio. 4. 

The method of opemUog for carcinoma of the breast, as practised by myself! 

muscle is exposed as if for class-room demonstration. The vessels having 

been permanently secured with catgut ligatures, the fat around the line 

of the incision is carefully explored for any outlying nodules of disease, 

a precaution, the observance of which will be made apparent when I 

state that in three of my cases they were found, thereby showing to 

what extent the disease may disseminate itself even in apparently simple 

cases. Any remaining nodules having been removed, the pectoral 

muscle is now carefully examined with the eye and fingers for nodules. 

If present they should be freely removed, and the wound seared with 

Paquelin’s cautery. The large exposed surface having been protected 

with an asepticized towel, the arm is carried outward and upward to 

rather more than a right angle with the trunk, and an incision is pro- 
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longed into the axilla about three-quarters of an inch below the lower 

border of the great pectoral muscle, through which the deep fascia is 

opened to the same extent as the cutaneous wound. If there happen to 

be a number of small glands or two or three large ones, and they are 

not united to the surrounding tissues, their removal, along with the 

entire fatty contents of the axilla, can easily be effected with the fingers 

and scissors. When, however, as more frequently happens, the glands 

and other axillary contents are converted into an inseparable mass, they 

will have to be dissected out with the knife and scissors curved on the 

fiat In performing this step of the operation the lower portion of the 

mass and that which adheres to the side of the chest, and pectoralis 

minor, and surrounds the intercosto-humeral nerve and other superficial 

nerves should first be separated, and we should carefully work our way 

up to the apex of the space, including every vessel, arterial or venous, 

between the two ligatures before dividing it. Unless this precaution be 

observed large venous trunks are liable to be cut or lacerated close to 

their points of entrance into the axillary vein, an accident which will be 

followed by troublesome hemorrhage. The most difficult part of the 

operation is the separation of the glands from the axillary vein as it 

lies under the pectoral muscle. In many cases this can be effected with 

the finger-nails, the arm having been brought toward the trunk; but 

when they are firmly incorporated with the vein, provided the adhesion 

exists to a limited extent, the corresponding portion of the vessel should 

be removed between two ligatures. Glands which are attached to the. 

vein immediately beneath the clavicle are best reached by carrying an 

incision in the interval between the sternal and clavicular origins of the 

pectoralis major muscle, as in the operation for ligation of the first 

portion of the axillary artery. Such a procedure will do away with the 

necessity for division of the pectoralis muscle, which is recommended by 

Vemeuil.1 When the glandular involvement is very extensive, to afford 

more room, Esmarch* favors amputation at the shoulder-joint, but such 

an extreme measure is, in my opinion, useless, as it will be found that 

all diseased tissues cannot be removed. Finally, the mass is brought 

down and the dissection continued until it is separated from the posterior 

boundary of the axilla, great caution being exercised lest the subscapular 

artery, vein, and nerves be injured, thereby avoiding hemorrhage and 

impairment of the movements of the arm. Should the axillary vein be 

wounded, if the injury be slight, hemorrhage may be prevented by 

including the opening in the grasp of forcipressure forceps, which, as I 

know from experience, need not be retained longer than two days; should 

the injury, however, be extensive, a ligature should be cast around the 

vessel on each side of the opening. 

1 Gazette At*HOpitaox, 1879, p. 355. * Dentache mod. WocheMchrUt, No. 17, 18S3,p. 258. 
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The parts are now thoroughly irrigated with the 1 to 1000 solution of 

corrosive sublimate, and the edges of the wounds are brought as thor¬ 

oughly as possible into apposition. If the breast flaps be raised from the 

subjacent parts for an inch and a half or two inches, one will be aston¬ 

ished to find how nearly the wound may be closed in corpulent women 

with large breasts, in whom before approximation the exposed surface was 

ns large as a dessert plate, and how accurately the wound can be united 

in thin women with small breasts. In the former class of patients, I first 

insert two or three of hlacewen’s button sutures at the bases of the flaps, 

and then approximate the free edges with the continued suture. In this 

way the edges of the largest wounds may be brought so nearly together, 

that a space not exceeding two fingers’ breadths in width will have to 

unite by the process of granulation.. A hole having been punched 

through the most dependent portion of the posterior axillary flap, into 

which a glass drainage tube is inserted, the edges of the axillary 

wound are coaptated by the continued suture, the material for the 

suture being heavy sublimate silk. These points are Bhown in. Fig. 5, 

but the edges of the breast wound are represented too far apart. When 

Fio. 6. 

Mode of approximating the edgrs when the wound cannot be entirely cloeed. 

it is possible to bring together the edges of the wound, a drainage tube 

is employed; otherwise it is not required. Before applying the outer 

dressings, a description of which is unnecessary, both wounds are again 

thoroughly washed out with the corrosive solution. The drainage tube 

is removed at the end of twenty-four hours, and the stitches are taken 
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away on the eighth day. If the wound ha3 been a partially open one 

moist antiseptic gauze is continued until it has fully cicatrized, which 

requires from four to six weeks. 

When, as usually happens, it is possible to bring the edg& of the 

wound in apposition, it is closed with the continuous chromicized catgut 

suture, and painted over with iodoform collodion. At the expiration of 

eight or nine days, when the crust will have become detached, the union 

will be found to be perfect. 

. Such is the radical operation which I have practised for some years, 

so radical, indeed, that I fear that, for the present, it will not gain many 

adherents. Thus, in a discussion on immediate reunion in amputation 

of the breast, at the Soci6t4 de Chirurgie,’ 1885, Lucas-Championni6re, 

Polaillon, Marc S€e, Tillaux, and TrSlat declared against free removal 

of the skin, and Polaillon even went so far os to assert that it did not 

influence recurrence. Vemeuil and Desprfe, on the other hand, were in 

favor of removing the skin largely, and leaving a partially open wound, 

through which, the drainage being excellent, erysipelas and other wound 

complications were prevented. In the remarks on Banks’s paper at 

the Harveian Society,1 in the spring of 1887, in which that surgeon re¬ 

ported 82 cases of extirpation of the breast along with the axillary con¬ 

tents, Bryant and Butlin questioned whether the complete operation 

afforded better results than the incomplete, and Butlin,* Pick, and Cripps 

held that clearing out the axilla in every case was neither necessary nor 

judicious, although Pick asserted that the skin should be freely removed. 

Owen was the only member who gave cordial support to the procedure 

urged by Banks, the prevailing opinion being that the operation was 

attended with an excessive mortality, and did not lessen the risk of 

recurrence. 

The preceding views enunciated by practical surgeons are entirely 

theoretical. Let us turn from surmise to an analysis of facts. I have 

already stated that the mortality of my operation, which is more 

extensive than that of Banks, and of which nearly one-third were not 

aseptic, is only 3.7 per cent., although in addition to the removal of the 

entire breast with its coverings and evacuating the contents of the axilla, 

large portions of the pectoral muscle were excised in 1 case out of every 

7. It has already been pointed out that of 313 amputations of the breast 

as ordinarily practised, combined with extirpation of the glands, the 

* Gazette dee HOpltanx, Kos. 4 and 7,1885. 
* British Medical Journal, March 12, 1887, p. 572. 

* In bis recent work on The Operative Surgery of Malignant Growths, Batlln enters fally Into 
the question of clearing out the axillary contents, and asserts that the axilla should on no account be 
Interfered with unless the glands are obviously enlarged. Had so good a pathologist as Butlin been In 

possession of the facts derived from my practice and that of Knee ter, he wonld scarcely have given 

utterance to ao pernicious a doctrine, a doctrine which we fear will so Influence English surgeons as 
to counteract In gnat measure the recent advances that have been mule in the treatment of carci¬ 
noma of the breast. 
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recurrent growth was seated in or near the cicatrice in 235, in the glands 

in 38, and in both situations in 40; in other words, recurrence was met 

with in the remains of the breast tissues in 275, or 87.86 per cent. In¬ 

cluded in these figures are my own cases. If these be deducted, ampu¬ 

tation of the breast as usually done, with clearing out the axilla, demon¬ 

strates that in 94.47 per cent, the disease recurred in or near the cicatrice, 

while my cases show only 30.55 per cent, of recurrences in that locality, 

the percentage in favor of immunity from local reproduction being in 

favor of my procedure by 63.92 per cent. In addition to these advantages, 

I have obtained 21.05 per cent of cures.1 These are facts, not mere ex¬ 

pressions of opinion; and until some other operation is brought forward 

that will show a still further diminished mortality, a smaller proportion 

of recurrences, and a greater number of permanent recoveries, I con¬ 

tend that the procedure that I practise is the most successful and most 

rational that has as yet been devised. 

Although my mode of operating has afforded better results than that 

practised by any other Burgeon, a study of the cases of Banks, whom 

I have seen operate, and who does not remove as much of the skin 

as I do, shows that he met with 32.83 per cent, of recurrences, and 

obtained 20.85 per cent, of cures, so that his results are nearly as 

good as my own. On this account I felt os if I had, possibly, sac¬ 

rificed too much of the integument; and I have in four recent cases 

so far modified my operation, the skin in none being apparently 

affected, as to save a sufficient amount of that structure to admit of 

bringing the wound nicely together without tension. These four cases 

can be followed, and whenever I feel assured that I will be able to 

trace my patients, I intend giving this procedure a fair trial. When, 

however, the subject lives at a great distance, or is too poor to return 

in the event of recurrence of the disease, I will adhere to the more 

sweeping procedure. 

"When the contents of the axilla form a large, hard, nodular tumor, 

and the disease has existed for some time, before amputating the mamma, 

I make it a rule to attack the axilla first, since in many of these cases 

it will be impossible to remove the entire disease even if the surgeon 

were to excise the vessels and the axillary plexus of nerves to which 

the mass adheres. If all diseased tissues cannot be extirpated, nothing 

1 Of my 43 operations, 2 war® fat*!; 5 patients ware I oat sight of after recovery; the disease recorTed 

la 16; and 20 subjects remain well or periihed from other affections without recurrence. Of this last 
clam 8 were cured; so that of 38 cases In which the history could be traced, 8, or 21.05 per cent, were 
examples of permanent recovery. Of these, 1 lived for 7 yean and 10 months, while the remainder are 
•till doing well, 1 for 6 yean and 7 months, 1 for 8 yean and 6 months, 2 for 6 yean and 3 months, 1 
for 3 years and 9 months, 1 for 3 yean and 5 months, and 1 for 3 years andl month after operation. The 

next best results have been attained by Banks, Estlander, and Kuester, who cured, respectively, 20.85, 

20, and 17.85 per cent, of their cases. Other surgeons who have recorded a higher rate of cures do not 
include the fatal cases In their calculations, hut base their rate on the number of patients who have 
recovered from the operation. Such an estimate is manifestly incorrect. 
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further is done. In such cases removal of the breast prior to attempts 

to extirpate the axillary mass involves an unnecessary operation. 

Should the supraclavicular glands be invaded, I always cut down upon 

them first and remove them, if they be superficial. Should they be deep 

and surround the large vessels and nerves, attempts at their removal 

would be not only dangerous, but useless. 

In atrophying scirrhus1 of several years’ duration; in any variety of 

carcinoma in which the attachments involve the entire mammary region; 

when nodules are extensively disseminated over the surface of the chest; 

in the cuirass form of carcinoma; when immobility of the arm, cedema, 

and pain indicate that the vessels aud nerves of the axilla are intimately 

connected with the mass; and when there are indications of visceral 

implication, the disease has advanced so far that radical operations are 

unjustifiable. Implication of both breasts is not a contraindication. 

In cases unfit for operation, life must be rendered endurable by the 

relief of pain, the arrest of hemorrhage, and the correction of fetor. 

If the suffering be great, it may be allayed by the hypodermatic injec¬ 

tion of morphia and atropia, repeated as often as it may be required. 

When the pain is increased by the rapid growth of the neoplasm, during 

which the breast is hot, tense, and tender, nothing mitigates it so rapidly 

as the local application of a strong solution of acetate of lead, or of 

bags of ice. When the active symptoms have subsided these measures 

may give way to the application of an ointment composed of a drachm 

each of extract of belladonna and extract of stramonium to the ounce 

of lanolin. CEdema of the arm should be met by massage, elevation, 

and a flannel roller. Hemorrhage may be controlled by styptic cotton, 

although excision of the breast may be required if it recurs and 

threatens life. As a deodorizer, I have found that a one per cent, solu¬ 

tion of chloral hydrate, or a three per cent, solution of citric acid, both 

of which remedies also possess the merit of assuaging pain, answer a 

better purpose than the germicidal antiseptics. Should the tumor be 

sloughing, it should be freely sprinkled with iodoform, and dressed with 

sublimate gauze. 

With regard to general measures, it need only be stated that the diet 

should be nutritious and assimilable, and that the strength should be 

supported by alcohol and appropriate tonics. 

1112 Walnut Strutt, Pm la del mix*. 

* In my Treatise on Tumors of the Mammary Gland, I expressed tha opinion that operations 
should not be practised for atrophying scirrhus; but a renewed Investigation based upon nearly three 

times as many cases as those upon which I framed that view, demonstrates that, when taken In hand 
early, atrophying scirrhus Is as curable as ordinary scirrhus. 


